This study aimed to identify the associated variables of erectile dysfunction (ED) in post myocardial infarction (MI) patients without previous sexual dysfunction (SD). Out of the 37 patients, 15 (40%) had ED. Patients significantly reduced the frequency of coitus (Po0.05). Out of nine patients with distress, eight presented ED, and of 28 patients without distress, seven presented ED (89 versus 25%, P ¼ 0.001). The two groups (distress versus without distress) were similar regarding confounding variables. We concluded that patients without SD prior the MI had a significant incidence of ED and distress was an associated variable of ED post-infarction.
Introduction
Many predictors of erectile dysfunction, such as age, diabetes, hypertension, dyslipidemia, anxiety, and depression, are also risk factors for heart disease. 1 Consequently, sexual dysfunction is often detected at the diagnosis of myocardial infarction (MI), 2 and also a high incidence 3 of sexual disturbances occurs after heart disease. However, the predisposing factors for erectile dysfunction after MI are not yet well defined in the literature. This study aimed to determine the incidence of changes in sexual activity after MI, and to identify the possible associated variables of erectile dysfunction in patients without previous sexual dysfunction.
Methods
The study received ethical committee approval. Our patient cohort comprised male patients, ranging from 18 to 75 y of age, with definite criteria for acute myocardial infarction 4 and no previous sexual dysfunction. An abridged five-item version of the 15-item International Index of Erectile Function (IIEF-5) was answered before discharge, in total privacy and individually, always after a first contact and with the same physician. 5 Erectile dysfunction was defined if a score r21 was found in the questions of the IIEF-5. Exclusion criteria were previous sexual dysfunction (IIEF-5r21), no signed patient consent, former MI, New York Heart Association heart failure class IV, unstable angina, and medications that may cause sexual dysfunction, except for beta-blocking agents and statins. The patients received standardized information about the resumption of sexual activity before being dismissed from the hospital. They were informed on the survey and signed a statement of consent, if they agreed. The patients, who came back 6 months after the MI, were asked how often and when they had restarted sexual activity. They were also asked to fill out two questionnaires (IIEF-5 and SRQ). The Self-Report Questionnaire (SRQ) was developed by the WHO for the screening of diseases, such as anxiety-related disorders and depression. 6 A ranking higher than or equal to 7 signaled 'mental distress'. The statistical analysis was performed with the Wilcoxon test to assess the frequency of sexual activity before and after the acute MI. Either the w 2 test or the Fisher exact test was used to study the differences in frequency of the categoric variables among the groups with or without erectile dysfunction. In all tests, the level of rejection of the null hypothesis was set at 0.05 or 5% (ar0.05).
Results
We consecutively studied 115 cases of MI among those admitted to the Coronary Care Unit. Out of these, 73 (63.4%) were excluded from this study: 40% were women, 40% had previously had sexual dysfunction, 14% did not agree to participate, 5% died, and 1% had previously had myocardial infarction. Initially, 37 men were included in the protocol and the clinical characteristics of the study groups are on Table 1 . In all, 33 patients had resumed sexual activity 20.5715 days after the event. Four (10.8%) had not resumed sexual activity by the end of 6 months. The frequency of sexual activity decreased from eight times a month, before the MI, to five times, after the MI (Po0.05). The IIEF-5 mean score changed from 23.2 before the MI, to a mean score of 14.7 after the MI (Po0.01). Out of the 37 male patients, 15 (40.5%) had erectile dysfunction. Out of nine patients with distress (SRQ score Z7), eight presented erectile dysfunction, and out of 28 patients without distress (SRQ score o7) seven presented erectile dysfunction (88.9 versus 25%, P ¼ 0.001). The two groups (distress versus without distress) were similar regarding confounding variables such as age (P ¼ 0.92), use of betablocking agents (P ¼ 0.21), smoking (P ¼ 0.4), overweight (P ¼ 1), hypertension (P ¼ 0.06), and diabetes (P ¼ 0.58). A univariate analysis did not show a statistically significant difference concerning the fear of coronary complications during intercourse, neither the prevalence of risk factors for atherosclerosis among the groups with and without erectile dysfunction. Finally, there was no difference in the administered treatment among the groups with and without erectile dysfunction (Table 1) .
Discussion
For many years, medical literature has shown the negative impact of myocardial infarction on sexual activity. 2 We have observed that 10% of the patients did not resume their sexual life, and 40% reported a decrease in the frequency of intercourse, when compared to that in the preinfarction period. These data are similar to those found in medical literature, which indicate that, within men who were sexually active before the event, 12-14% did not resume sexual activity. In all, 50% resumed sexual activity within 1 month after the infarct. From 35 to 60% of patients significantly reduced the frequency of coitus, and between 25 and 35% reported a decrease in satisfaction with sexual activity. 2, 3 However, the predisposing factors for erectile dysfunction after MI are not yet well defined in the literature. In the current study, we were able to identify distress as an associated variable of erectile dysfunction after MI. Survivors of myocardial infarction are very often submitted to significant social and psychological adjustments. In some patients, the course of cardiac recovery is marked by a number of psychological problems such as depression and anxiety. 7, 8 Emotional distress, intense enough to be related to a psychiatric disorder, has been estimated to be as high as 58% in post-MI patients. 7 Then, distress, in addition to a constant focus on the cardiac symptoms and on the fear of cardiac death, is a continuous challenge in the lives of former victims of MI. Distress may reduce erotic focus and therefore reduce psychogenic incitement, thus interfering with the normal sexual cycle, and jeopardizing male erection. Whenever distracted from erotic pleasure, the individual does not allow himself to enjoy sexual intercourse, and becomes an onlooker of his performance with no release of inhibition. This anxious performance is one of the primary causes of sexual hindrances for both sexes. 7 Furthermore, psychological problems may also inhibit the parasympathetic activation or aggravate the sympathetic response, and then influence the normal cycle of both sexes. 9 An additional important psychological factor is frequent depression, which, even without any cardiac disease, is a significant cause of sexual dysfunction. 8 The predictors of erectile dysfunction are also risk factors for heart disease, which may contribute to the high prevalence of sexual dysfunction at the diagnosis of myocardial infarction (MI). 1 However, dyslipidemia, diabetes, hypertension, smoking, and use of medication, such as beta-blocking agents and statins, were not associated variables of erectile dysfunction after MI in these patients with an active sexual life, and no sexual dysfunction prior to acute myocardial infarction, probably because the patients with these risk factors and erectile dysfunction at the diagnosis of myocardial infarction were excluded. Also, erectile dysfunction in hypertensive individuals may be related more to hypertension level than to drug treatment, and beta-blocking agents are not more likely to be associated with sexual dysfunction than placebo. 10 There are limitations in this pilot study. First, a large group was excluded. However, out of these only 14% did not want to participate and 5% died; the other could not participate because the aim of the study was to identify the possible associated variables of erectile dysfunction in men without sexual dysfunction prior to the MI (40% were women and 40% had previous sexual dysfunction). Therefore, we think that the impact of these exclusions is minimal in men without previous sexual dysfunction. The second limitation is the small sample size, which allows statistical power to detect only large differences between study groups. Further studies in larger patient cohorts are required to demonstrate other associated variables of erectile dysfunction post-infarction.
Patients without sexual dysfunction prior the MI had a significant incidence of ED and a decrease in the frequency of sexual activity after MI. Distress was an associated variable of ED post-infarction.
